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I. Introduction 
This paper continues the analysis began in ffesearch Jteport No, 34 of 
the Pakistan Institute of Development Economics of 3,422 cases attending the 
Family Planning Association (FPA) Model Clinic in Karachi between 1958 and 1964. 
Previous reports have dealt with clinic attendence, patterns and source 
of referred data. J_ 23J7 and geographical distribution of clients / 2 U j . This 
paper is concerned with the socio-economic .and demographic data found in the 
Karachi FPA clinic records for the period June 1958 to May 1964. 
This analysis is exploratory in the sense that many assumptions are 
necessary between the empirical data on couple procuring contraceptives from one 
of several sources of supply in Karachi, and inferences about their subsequent 
' reproductive performance. The main assumption upon which this analysis is based 
is that the couples attending the FPA clinic are neither the sole family 
planners of Karachi nor totally effective in birth control themselves, but that 
they are representative of the Karachi couple adopting modern (mechanical or 
chemical rather than traditional) methods of birth control during this period. 
Thus, the percentage distribution of FPA clients on most social and dempgraphic 
variables is probably similar to the distribution of all family planners using 
modern . . methods in Karachi. The number of FPA clients per 1000 Karachi 
women (age 15-49) in each income group, for example, if multiplied by some 
unknown constant, would approximate the total number of Karachi couples practicing 
family planning per 1000 couples in the respective income groups. 
, II. Socio-economic Characteristics 
A. Occupation 
A widespread criticism not only of the "traditional Planned Parenthood 
approach" but of the clinic approach to family planning in general is that it 
covers only the middle and upper classes and a select few highly motivated lower 
class persons. 
To test the extent to which this oriticism applies to the Karachi FrA 
clients and to make the clinic data on income and occupation as comparable as 
possible with ifche best available base population <fata, categories from the 1959 
People of Karachi Survey (27. 28. 29) have been used in coding the FPA clinic 
data. Education of women attending the clinic is compared with 1961 Census data -
on the Karachi female population (45). 
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The distribution of clients by the occupations of their husbands 
reveals, in'.Table I, a high concentration in the middle occupation groups and 
•a somewhat even split among the remainder between high low classifications , 
(emitting the ambiguous "service" occupational category). Clients per 1000 
population in the various occupational categories, however, show that clients 
in the professional and technical category represent a larger proportion of the 
Relevant population in that occupational groups than do the clients in any 
other occupational group. 
Comparing the occupational structure of the Karachi FPA husbands with 
that of the married males at large in the Karachi population reveals further 
evidence of an upper class bias in the Karachi FPA clientele. Professionals 
\ 
and technicians make up only 2,4 per cent of the married males of Karachi but 
1D.1 per cent of the clinic couples„ Middle incoms categories of clerical and 
sales workers account for 37.6 per cent of the clinic attenders but only 11.7 
per cent'of the married males in the People of'Karachi sample. Urban labourers, 
skilled and unskilled, account for 33»1 per cent, roughly one out of three, 
of the married males of Karachi but only H „ 5 per cent, about' one out of ten, 
of the hufbands of FPA clients (23, Table 20). 
The over-representation of white collar occupations ^except adminis-
• trative, executive and managerial, to be discussed later) in the F
i
PA clinic 
is not unexpected and should not be attributed entirely to the lack of a 
family planning field programme. Demographic transition theory holds that the 
beginning of an over-all decline in fertility is preceded by the emergence of 
significant fertility differences by socio-economic status in the largest urban 
centers of the society (16, j>l, 52). Abu-Lughod discusses the recent emergence 
of fertility diffe'rentials by education and occupation in Cairo, -Sgypt, in these 
terms (1). Hashmi found significant differences in the 1958 fertility rates 
of different occupational groups in Karachi, but the differences do "hot 
conform to a pattern of class position" (28, p.101). Before fertility differentials 
can emerge, contraception differentials must occur, and our data suggest that 
the latter has only recently begun in Karachi. 
^Limitations of the occupational data are discussed in 23. p.?8; 27. 
p. 20; and..28, p.100. 
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Table I presents the 1958 total fertility rates and the gross 
reproduction rates for the different occupational groups (husbands of married 
women, 15-49, with husbands present). Professionals and technicians are seen to 
have had the highest fertility rates in 1958 and the highest FPA clinic 
attendance rates since that year. Clerical and sales workers were' also above 
average in 1958 fertility rates and well above average in, clinic attendance 
rates frpm 1958-1964. it is not unreasonable to assume, therefore,, that the 
fertility rates for these white collar groups are dropping at a more-rapid 
pace than, for other groups and that class related fertility differentials 
are now emerging in Karachi, 
Although these white collar groups had high fertility rates, and 
although the signs of an emerging fertility differential are promising , they 
contribute relatively small proportions of the total births, as shown in Tablo I, 
However successful their contraception., they will have a minor impact on the 
over-all fertility rate. The Spearman rank-order correlation coefficient (r
g
) 
between the FPH client distribution by occupation and the fertility .rates by 
accupation and the fertility rates by occupation is +.273, but -.173 between 
client distribution and birth distribution by occupational group. Neither is a 
statistically significant correlation but they indicate that the FPA client 
distribution is less favourable in terns of affecting the larger numbers of births. 
The task of family planning in the Third F; ve Year Plan is to hasten 
the diffusion of the small family ideal from the urban, white collar classes to 
the other occupational groups and to the-rural segment of the society. The 
subject of diffusion poses the question of why the administrative, executive 
and managerial group is exceptional in its lower client rate among the white 
collar occupations, and lower than the overall client rates of k2,per 1000 
women (15-49, with husband present). It is.likely that.this groups, prefers, 
and is able financially, to go to private physicians for their contraceptives, 
• • • \ 
but the question deserves further research to determine why they differ from 
progessional and technical occupations. 
B, Income 
For a more convincing picture of how unrepresentative the economic 
circumstances of Karachi FPA clients are of those of the people of'Karachi, 
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Table II contrasts their respective monthly incomes. Whereas nearly half of 
the married men of Karachi earn less than Hs. 100 per month- only 8.9 percent 
of the husbands of FPA clients are this poor. The proportion of FPA clients ii 
every income group above Us, 125 is greater than the proportion of all married 
males of Karachi in those income groups. This overrepresentation is greatest 
in the upper-middle and high-income groups above Rs. 200 per month. 
The average FPA client from any given major geographical area of 
Karachi is at least 100 rupees per month richer than the average family in 
that area. The degree of economic superiority of the FRA client over his 
neighbours varies -widely, however, from one area to another (24, Table III, p.$ 
The striking feature of the geographic distribution figures is that the mean 
income of FPA cslants bears less relation to the mean income of their residenti 
area than to the proximity of the area to the clinic. The areas closest to 
the clinic—the Commercial, Lower-Residential and Middle-itesidential'area, 
all contiguous to Garden ifoad—have not only the lowest income FPA clients 
but also the least difference between client incomes and average incomes of 
the area. Client incomes for the remaining areas vary directly with distance fr 
the FPA clinic, i.e., the further the area of residence from the clinic the 
higher the average income of the clients and the more it differs from the 
average income of the population of the area (24, Table III, p , ^ , . 
It is helpful to look at income not merely in terms of its distribution 
among clients ever attending the clinic, but also in terms of its effect on 
continuing attendance at the clinic. Table III presents the mean income of 
clients by their duration of attendance and the number of times they attended, 
revealing no consistent relation between income and pattern of clinic 
attendance. Clients who attended the FPA clinic most frequently for the longest 
period of time have about the same average income as those who attended only 
once or twice in less than one month. It is on the strength of this finding 
that we have justified our general assr-ption that the distribution of clients 
ever attending the clinic, rather than clients continuing to attend the FPA 
clinic,-, is representative of the incidence of family planning adoption in the 
general population. The distribution of clients continuing to attend this 
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particular clinic is probably less representative of the distribution of 
contraceptive practice in the population than is the distribution of all FPA 
clients became the higher income clients probably turn more to other sources 
of contraceptive supply after their introduction to family planning at the 
FPA clinic (cf. 24, pp. 43-62), 
Fertility differentials and client rates by income of husbands 
are presented in-Table IV. Nearly 66 per cent of all Karachi births are to 
women Whose husbands earn less than its. 150 per month, while only 22.5 per cent 
of the Karachi FPA clients are from these lower income groups. Four out of every 
ten family, planning clients are from the income groups over Us. 300, but the 
women in these income categories have only one out of ten of the annual 
live births of Karachi. To achieve a maximum of fertility reduction from their 
efforts, the Third Five Year Plan programmes in Karachi should focus their 
recruitment specifically on couples in which the husband earns less than ite. 100 
per month. If even ten per cent of. these couples alone effectively practiced family 
planning (who were not already practicing) for a year, as many as 3,000 births 
might.be prevented and the gross fertility ratio for all of Karachi thereby 
reduced from 262 to 250 per 1000 women. This is a liberal estimate based on 
a gross assumption of maximum vise-effectiveness, and assuming that the women 
of, this low income group who would adopt family planning would be the ones 
otherwise contributing to the annual births of the group. 
The effect of income on clinic attendance where there is no field 
programme is most dramatically illustrated in Figure 1. 'The simple correlation 
coefficient (r ) is +.986, which confirms a direct relationship at the .01 
xy ' 
level of significance (from "able IV). that a marked class differentials in 
contraception have occurred since 1958 and therefore that differential 
fertity rates by class would now be found in Karachi. 
C, Educational Status of Women Attending the Clinic 
Most family planning research has underlined education as one of the 
most significant variables in family planning adoption and continuing use. 
Besearch in Pakistan has generally confirmed this finding (13.-22. 2ft. jl, 32. 
49
r
 50. 58, 59)with the exception of three independent rural surveys in 
East Pakistan found no significant relationship between formal education 
and positive attitude toward family planning (7_„ 8. 6£) . 
The main limitation of the Karachi FPA data on education is that the 
question was not asked of clients during the first two years of clinic operatio] 
When the latest edition of the record card was produced in 1960, a specific plai 
for recording educational status of the client still was not included but the 
question was generally asked and the response recorded under "other information
1 
As a consequence of this omission, a large proportion of our 3,422 cases analyze 
nearly one-half, have no information on education. The fact that most of the 
no-information cases were early attenders (1958-60) causes a potentially serious 
bias to be introduced in the pattern of attendance figures: the clients who 
first attended after 1960 have a shorter potential duration of attendance and, 
therefore, a lower average n mber of months between first and last attendance 
than the no-information (early adoption) eases. A tabulation of education 
by income status, however, reveals no serious socio-economic bias in the cases 
with no information on education of wife (C.-e Table VII)
 0 
. Another bothersome limitation of our educational data is the ambiguity 
of the "no education" category u"ed by the clinic staff interchangeably with the 
term "illiterate". Three out of every four women above the.age of 15 in the 
city of Karachi have no education, but only two out of three are really 
illiterate Table 3, pp. 330-331). With more accurate distinctions at this 
critical lovel we might have been able to compare the FPA clientele with the 
women of Karachi along the elaborate continuum of the census; able to write; ah! 
to read only; able to.read only th.: Holy Quran; illiterate (kp, Table 1, pp. 140-
141). 
Table V presentc !:>_? ^cr.cral "o™parison we are able to make with 
the Karachi women. Both Karachi City and Karachi District figures are included 
because about ten per cent of the FPA clients are from areas outside the "city" 
as defined by the census* More than half of the FPA clients recorded are given 
credit for a partial or full primary education (Classes I-V)„ Again, this may 
be partly an artifact of the crude recording on this item. Clinic staff might ha\ 
tended to record literate clients with no formal education as having some 
.education, thus weighting the elementary school category. The preponderance of 
cases in this category underlines the need for a more detailed breakdown
e 
The Census of Pakistan includes single class categories, showing much larger 
proportions of women with Classes IV and V completed education,than with only 
Class I or II (45., Table 3, PP° 330-331). 
The limitations of the data notwithstanding, the women attending the 
FPA clinic are definitely more literate than the women over fifteen years of age 
in the Karachi population at large. At least eight out of every ten clients have 
had schooling, compare with only one out of four women in the city; -and two of 
the eight educated FPA clients have matriculated. This weighting at the top 
of the educational spectrum also distinguishes the FPA clients from the general 
population, males included, and it confirms our earlier conclusions regarding 
the. middle-and upper-class char-actor of the FPA clientele. 
cimong adult women in Pakistan, frequency distributions, of educational 
attainment v~ry most between women 15-19 years of age and those 25 and over, for 
these are the cohorts cn either side of the education and emancipation 
reforms of the past.decade. It is necessary, therefore, to separate or control 
these age groups in order to obtain a truer, picture of the female education 
structure. In Table VI, the difference between the„proportions; of illiterates 
in.the.younger and older cohorts of FPa clients is much less than between the 
two. cohorts of Karachi worsen at large... The fact.that only 22.7 per cent of the 
older FPA clients are illiterate suggests that the early acc.ept.crs of family 
planning in Karachi were part of the vanguard of the • movement for education of 
Muslim
;
women in Pakistan„ More specifically, it indicates that many of the 
women adopting family planning in Karachi are from rather modem ..or forward-
looking families in which their parents placed a value on the educated female 
that was•ahead, of their time, This may say something,- in crudely documented 
form, about, the personality of women, first to adopt family Planning, Which 
has been a subject of much speculation in Pakistan, It is not merely their 
education per se which becomes important in this ,case, but their progressive 
•family background as well, distinguishing'them in many ways other than formal 
education from the general population. In the extremes of no education and 
~ g -
matriculation plus, the Karachi clinic has had nearly equal numbers. 
The college education of women is particularly significant in 
Karachi where the young and growing University could not exert the 
same influence upon the life of the community as the established 
universities of Lahore and Dacca. Higher education thus separates 
a Karachi woman more from the general population than would the 
same education in Lahore or Dacca. 
It will be difficult to sort out which variable is really 
.operating most between education and income, for the two are highly 
correlated, as shown in Table VII. The husbands of clients with 
no education have an average monthly income of Rs.224, only 19.2 
per cent having incomes over Rs. 300 per month; compared with an 
average income of Rs. 603 for those with matriculation or higher 
education, 7^.5 per cent having incomes of Rs. 300 or more per 
month. 
Concerning continued attendance at the FPA, however, 
TableVII shows no consistent pattern in relation to education. 
Conversely, women with higher education were just as likely never 
to return to the clinic after their first month of attendance as 
were women with little or no education. The only discernible 
pattern to be found here is that the likelihood of attending for 
more than two years increases slightly with education up to matri-
culation but then drops off for women beyond matriculation. The 
frequency of attendance or consistency of procuring supplies at 
one place does not covary with education when the woman has dropped 
out of the program within the first year. When she cohtinues 
returning to the FPA clinic for more than a year, however, the 
lower her education the more consistent she is in obtaining 
contraceptive supplies from this source. This strongly suggests 
the presence of a class factor in embarrassment felt toward being 
seen repeatedly in the same clinic (cf. 24). It also relates to 
our finding with regard to income presented earlier (Table III). 
Whereas income revealed no relationship to frequency of attendance, 
education appears to have a slight inverse relationship. 
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D. Summary and Conclusions -on P jcio-economic Characteristics 
We have made only a preliminary investigation here of 
demographic implications and of the "middle-class bias" criticism 
of the traditional Planned Parenthood approach as it applies to 
the first six years of the Karachi FPA programme. Our occupational 
and educational data have serious limitations but they revealed 
essentially the same pattern as the income data, which we regard 
as generally sound. The tendency for clients to overstate their 
income -for• prestige, would be. offset by the graduated fee system 
of the clinic. Reservations about women being able to report 
accurately the income of their husbands are assuaged in Pakistan 
by the custom of this part of the world for husbands 'to turn the 
pay envelope en toto over to their wives for administration of 
the family budget. -
In both income and occr '-:lon of husband and in education 
of wife, the proportion of upper- and middle-class FPA clients 
Is-much larger than the corresponding proportions of upper- and 
middle-class income, occupation, and educational categories of 
all.married adults of Karachi* The middle-class bias criticism 
is shown to be valid by all three criteria. For areas of the 
city farther removed from the clinic, it becomes a matter of. a 
distinctly upper-class bias. The clients from. outlying
;
 areas 
had a mean income of Rs.5So, which was Rs.400 more than the average 
family in those areas. This contrasts strikingly x^ith' the ..mean 
income of Rs. 350 for clients living in the Commercial Area, and 
the Rs. 294 average income of clients in the Lower-Residential 
Area. These two areas closest to the clinic showed the least 
difference between mean incomes of FPA clients and the general 
populations of the res^ec'\ve areas. 
Thus, the middle-class bias of the Karachi FPA programme 
is partly a function of the.limited geographical influence that 
a clinic-only programme can exert on low-income c.uples. It 
is possibly also a function of the wil.!~' ngness and ability and 
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possibly even the preference, of higher income wives to travel 
some distance to procure contraceptive supplies from a more 
reputable and perhaps a less conspicuous source (of. 24). 
Despite the significance of income, occupational and 
educational class as factors in attendance at the FPA clinic 
and in distance travelled to attend the clinic, they are generally 
unrelated t'o continuing attendance. In the parlance of our earlier 
distinction, (24? pp»&9-90), class is a significant factor in the 
incidence of FPA clinic attendance but not in the prevalence of 
use as measured by duration or frequency of attendance at this 
one clinic. The socio-econonr.c balancing of return visits is 
probably a function both of a greater receptivity of the FPA 
clinic to lower class clients, and to a tendency for higher class 
clients to shift from one source of supply to another (probably 
from clinics to private physicians and pharmacists). We have 
argued, therefore, that the total distribution of clients ever 
^attending the FPA clinic is a better measure of the prevalence, 
distribution of con traception in he population than is the distri-
bution of clients continuing to attend the FPA clinic. 
On the strength of this argument, we have compared FPA 
client rates by social class with 195& fertility rates and birth 
distributions by class. Hashmi found no consistent correlation 
between class position and fertility rates in the 195& People of 
Karachi data, indicating that Pakistan had not yet entered the 
phase of the demographic transition characterized by emerging class 
fertility differentials in the main urban center of the society. 
Our data indicate that in the six years following 195$, striking 
differentials in contraception by class have occured. These 
differentials have not favoured the largest concentrations of 
births, and therefore have not favoured ah overall fertility 
decline. They have, however, signalled the emergence of differen-
tial fertility by class, which is perphaps more significant to 
those awaiting, signs of a turn in the status of Pakistan according 
to demographic transition theory. 
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Ill, Demographic Characteristics 
A. .. Age .•,.•..••...'. 
Any assertions about differential fertility in a population 
must take into account differential age distributions. Age defines 
not only the absolute upper and lower limits of the potential 
reproductive (fecund) life of a woman, but also the peak period and 
the declining period of fecundity. Within the fecund life, between 
puberty and menopause, there are periods of differential 
fertility (actual reproduction) defined both by fecundity and 
by cultural and.other immediate determinants such as age at marriage, 
differential foetal mortality by age, differential coital frequency 
by age, differential divorce, separation and widowhood, differential 
morbidity, and differential contraception,, All of these immediate 
determinants of fertility are clearly subject to age (cf. Davis and 
Blake, 
In, Pakistan•society, .where premarital fertility is minimal, 
the lower limit of fertility is better defined by age at marriage 
than by, age at puberty. We shall consider age at marriage in the 
next section. The upper limit of fertility, however, is more 
directly related to the upper limit of fecundity, which is age at 
menopause. In a rural plains area of India (Ludhiana District) of 
the Punjab State, which borders West Pakistan, Wyon, Firmer and 
Gordon found by a life-table technique a median age at menopause of 
44.0 years (63, Table and p.5)» This is found to vary with 
age at first live birth, with number of live births and, most of all, 
with age at last live birth (63, p«6). We shall consider these 
variations under our discussion of the FPA parity data. 
The age distribution of women attending the Karachi' FPA 
clinic is-presented in Table X, along with the corresponding 
• distributions of married women in the Karachi population at -
large, as variously defined in the' 1959 People of Karachi survey 




he largest number of women attending the FPA clinic 
between 1'95& and 1964 were between the ages of 25-29, and a nearly-
equal number between 20-24. These were also the age groups with 
the largest numbers of married women in 1959 and 1961. The mean 
age of FPA clients is almost two years less than that of married 
women 15-49 in the general population. 
In very general terms, the younger the women adopting 
family planning, the greater the impact of contraception on fertility 
in the population. Thus, one measure of success of family planning 
programmes is the age of women accepting contraceptive supplies 
under the programme. What is remarkable about the mean age of 
family planning adopters in Pakistan and India, however, is the 
stability rather than the variability of this measure (See Appendix 
A, Table I, attached). With the exception of sterilization programmes 
the mean age of women has not been less than 26 or greater than 29 
in reported data for programmes in either Pakistan or India. The 
standard deviation has been between 4 and 6 years in every case, by 
our calculations from grouped data. 
By itself, age is not, therefore, a very sensitive measure 
of programme success. We have stated that age is primarily an 
intermediate variable in fertility, operating through a variety 
of immediate determinants. Comparing the distribution of clients 
by age, as in Table IX, is a more direct means of judging the 
impact of the programme on fertility. The rank order correlation 
coefficient (r ) between jiumber of FPA clients and number of 
s 
births is +.964, and the only difference is caused mainly by 
relatively minor differences between clients and births in the 15-19 
and 30-34 age groups. The mean age of women at first FPA clinic 
attendance is essentially the same as the mean age of women having 
births in Karachi in 195&« The rank correlation between the number 
of FPA clients and the age-specific birth' ratio for 195^ is unity. 
Rank correlations between client rates per 1000 women and age-
specific birth data for the population all are above +.S5, Another 
way to see the importance of these data is to note that 59 per cent 
-.3 -
of. ail FPA. clients are ..between the ages, of 20-29, which are the 
ages of Karachi women to whom 57 per cent all births occur. 
Nearly. $9 per cent of all FPA clients are .under, age 35, and 
75•5 per cent of. all. Karachi births occur to women under 35. 
Thus,, the, high fertility age, groups are quite well represented 
in the Karachi FPA clinic. This partially' negates the.often 
heard criticism.,that the family planning programme is 
attracting primarily women for whom contraception is least 
necessary. We shall explore this, criticism.further;under 
"parity and previous birth control experience. 
In terms of the upper limit of fertility, Wyon and his 
associates indicate that only 25 per cent,of all women have 
not reached menopause by age 46.5 (63_, Table I, p.6); and 
Hashmi found only 1.6 per cent of all Karachi births to occur 
to women in the 45-49 age range (23, Table V.3, p.91). Less 
than one per cent of the FPA clients are in this age group. 
The only other data available on an age related immediate 
determinant of fertility in this part of the world 'is coital 
frequency data from-,an anthropological study of fertility in 
a'rural area of West Bengal by Moni Nag (41,Table 22, pp.182-
1^3). Nag's data; for two classes of Muslims and for Hindus is 
presented also in. Table XI, showing essentially the.same rank 
pattern -as the FPA and birth data by age. Kinsey reports a 
median coital frequency of 2.8 times per-week for urban 
American married women 16 to^ 20 years old, and^ 1.5. times per 
week for the. 36 to 40 year-olds (35),which match quite 
closely Neg
?
s figures, suggesting that they are. fairly 
generalizable to an urban Pakistani group. 
In general, .then, the FPA female .age distribution is 
quite favourable to maximum fertility reduction in the,popula-
tion affected by the clinic. Coupled, with the socio-economic 
data and our basic assumptions regarding the representation 
of contraception in the total Karachi population,,., these data 
support our earlier conclusion^that class differentials in 
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in fertility must have emerged in Karachi since 1958. These 
conclusions will be tempered, however, by our data on parity. 
The ages of husbands of FPA clinets are somewhat less 
typical of the total married male population as shown in Table 
XII. There is also less agreement between the 1959 survey and 
the 1961 census on the age distribution of married men in 
Karachi. According to the 1959 People of Karachi survey, 47»3 
per cent of the married men over age 19 were in the 20-29 age 
group, but only 23.3 per cent of the husbands of FPA clients 
were this young. Whereas the mean age of FPA women was two 
years less than that of the married women of Karachi, the mean 
age of their husbands was two years greater than that of married 
men in 1959 (but more than three years less than the population 
means in the 1961 census). These disparities are partly the 
result of having no ceiling on the ages of husbands (a midpoint) 
of 65 was used for men age 60 and o\?er in the mean calculations). 
They also point, however, to the possible relevance of the 
difference between husband and wife ages in the adoption of family 
planning by a couple. 
We are uniquely fortunate in having 1959 Karachi.population 
data on relative age of husband and wife for comparision with the 
FPA data, for this is seldom tabulated in census reports and is 
not yet available elsewhere in .Asia to our knowledge. It is also 
a neglected consideration in family planning research and family 
sociology in general . For this reason, we present.a summary of 
our relative age data here and reserve a more thorough study of 
the subject for another paper. 
Table XIII presents FPA client rates by age of 'wife and 
relative age of husband. Looking first at the marginal rates, 
the last column indicates that, in general, the closer the 
husband is to his wife in age, the more likely the couple is 
to attend the FPA clinic. By deduction from these findings, 
we should expect that women age 20-34 whose husbands are 
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within a few years of their own age would have the highest-
clinic attendance rates of all couples. Looking now at the 
individual cells of Table XIIIj this hypothesis is strongly 
confirmed for women age 30-34? somewhat less for women 25-29? 
but it is not confirmed for younger women. In general, it 
appears that the older the woman, the more important is proxi-
mity of husband's age in adoption of family planning; and the 
younger the woman, the more important it is that the husband 
be senior in age before the couple adopts family planning. 
This is most clearly made apparent by contrasting the extremes 
of women age 15-19 or 15-24 and women age 40-49. 
The real variable that is operating in the relative age 
factor-probably is communication between husband and wife'. 
It may be reasonably hypothesized that inter-spouse communica-
tion is higher among husbands and wives nearer to each other in 
age than those further separated by age. The decision to 
adopt family planning, as well as agreement on. how and. where 
to procure supplies,' depends to a great extent on a rather 
intimate level of communication, and its concomitant,under- . 
standing, between spouses. It would be most useful in planning 
educational programmes for family planning to have better docu-
mentation of the patterns and problems of inter-spouse communi-
cation about family planning. How does communication first 
come about between husband and wife on the subject of family 
planning? What personal problems are felt by husbands and by 
wives in discussing family planning? 
The relative ages of husband and wife is also related to 
ferility. Table XIV presents the proportions.of births in 
195& to women is three broad age groups by relative age of hus-
band, and the corresponding proportions of FPA clients. In 
general, the distribution of FPA.clients has adequately followed 
the distribution of births. 
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The largest proportion of clients at the FP/„ clinic are in 
the 25-29 year age group, gnd the majority of these women are 
more than five years younger than theiir husbands. In the total 
population of Karachi women whose husbands are present, this 
is the age group with the lighest age-specific fertility rates 
(Table XV). Women in the 25-29 year age group of the total 
Karachi married peopulation who are within 5 years of their 
husband in age, however, have a slightly higher age-specific 
fertility rate than those more than five years younger than 
their husbands. It is somewhat reassuring to note that this 
highly fertile group is over-represented in the clinic but less 
so. than women in higher fertile age groups. The implication 
of these findings is that couples with a minimum gap between 
husband and wife ages are more receptive to family planning
 ; 
(regardless of individual motivation in either husband'or wife) 
than those with a wider gap,"but an effort must be made through 
planned education to appeal to younger wives in order* to affect 
the higher fertility groups. One of the first oriteria for 
identifying the primary target groups in the urban phase of the 
Third Five Year Plan, then, should be women under 30 years of 
age who are within 5 years of their husbands in age. This would 
take advantage, on the one hand, of the higher probability of 
adoption by women closer in age to their husbands, while focusing 
the program, on the other hand, ~upon .the age group most able to 
affect the birth rate by their adoption. Of family planning 
measures. For women under 25, an older husband appears to be 
the decision-maker, and therefore, men should also be educated. 
One a d d i t i o n a l variable that should be considered in this 
connection is t h a t of social c l a s s , which m a y be an important 
f a c t o r operating in our f i n d i n g s on r e l a t i v e a g e . H&shmi f i n d s 
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in .his Karachi data that 
"...there is no significance relation between 
the personal incomes ofhusbands and the 
differences in the ages of spouses. However 
...the differences between the ages of 
husbands end wives among the rich people 
tend to be narrower-than the corresponding 
differences among the spouses who, 
according to the personal income of husbands; 
are placed in the lQwer income group." 
(28,p.78) 
The relationship is stronger than Hashmi suggests if rich 
and poor are contrasted, and it is in the expected direction if 
a middle income group is included, as in Table XVI. 
Thus, social class and relative age are not mutually 
exlusive in their effedt on- family planning and both probably 
operate through an ^ Intermediate variable of inter-spouse communi-
cation. This suggests the need to control income and relative 
age of spouses in studying inter-spouse communication on family 
, planning. 1'he aim of such research would be to determine the 
factors enabling higher income couples and couples of low age 
dispartiy to discuss family planning more readily than other 
couples. 
Table XVII presents the mean and median ages of FPL. clisnts 
and their husbands. The differences summarize the foregoing 
data on relative age of husband and wife and the differentials 
by education of wife indicate that the difference is greater 
for the two lowest education classes than for women with matri-
culate or more education. The inexplicable deviation of the 
secondary education group from jthe expected pattern was ob-
served also in the data on duration of attendance and socio-
economic status. 
The relationship between relative age of spouses and number 
of times wife attended the FPL clinic was in the expected 
direction but not statistically significant, as seen in Table 
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XVIII, The relationship is not consistent in finer breakdowns 
of'relative age of spouses. 
Additional data on age is discussed below in relation to 
other demographic variables« 
B. Age at Marriage 
The relative ages of husbands and wives are determined 
primarily (ignoring sex differential mortality) by their age 
differential at marriage. The demographic study of age at 
marriage in Pakistan has been the subject of only recent re-
search (36,. 1+2, 43, 55)« The importance of the effect of age 
at marriage on the fertility of the individual and the society 
and its role In demographic transition is well recognized 
(e.g., 14, 54), Agarwala (2,3,6), Saxena (57) and others 
have studied age at marriage intensively in India but Pakistani 
scholars are not convinced of the generalizability from Hindu 
marriage data to Muslim marriages. Before the Muslim Family 
Ordinance Law (with Child Marriage Restraint Act) of 1961, 
there was no formal registration of marriages in Pakistan, so 
that Sadiq had to compute Pakistan a.f.as at marriage by Hajnal's 
synthetic cohort technique (26) from five-year age grouped 
census data (55). Korson has taken advantage of the recent regis 
tration data in Karachi and provides useful baseline data on 
age at marriage by social class for the years 1961 to 1964(36), 
Very few of the Karachi FPA clients were married during this 
period, however, so that we must turn to sample survey data 
from other cities for comparison with the total .FPA clinic 
population. 
A general comparison with the' city' of Lahore, using the 
inconven'tient age groupings published by the Social Science 
^Research Centre' (53, Table IV,- pVt-0), reveals that women' 
attending the Karachi FPA are not Significantly different in 
their age at marriage from the general urban population', if 
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Lahore can be taken as roughly representative of urban West 
Pakistan on this measure. The husbands of Karachi FP/. clients, 
however, were married at sinificantly older ages than the men 
of Lahore. Sadiq reports that among the majore cities of 
Pakistan Lahore has the highest mean age at marriage for females 
(21 ;4 in 1961) "perhaps because it is a cultural and educa-
tional centre-" (55, p.247).
 F
or males, he finds Lahore (24.9) 
slightly below Karachi (25.5) in 1961 (55, Table VIII, p.246). 
These differences only partially explain the differential nup-
tial age distributions between the Karachi FP/. and the Lahore 
sample. 
Clearly, the mean age at marriage has increased over the 
years for both males and females. To control for the period 
in which FPA clients were married, we have separated them by 
duration of marriage data into three marriage cohorts roughly 
corresponding to the three census years for which Sadiq has 
computed mean ages at marriage. The comparisons of means are 
presented in Table XX, showing rather insignificant differences 
between the Karachi FP/. clients and the women of Karachi, and 
between the husbands of FP/. clients and all men t>f Karachi city. 
Korson reports only slightly higher means for 1961-64. 
Table XXI compares the age at marriage distributions of the 
three samples studied by Korson with the 162 FP/. clients who 
were married for less than two years at the time of their first 
clinic visit between 195^ and 1964. Except for the proportion 
of clients married under age 17, the FP/. client distribution by 
age at marriage is most like that of recently married women in 
the upper residential area of Karachi. Both the mean and cedian 
ages at marriage for recently married FP/. clients, are between 
those of the middle and upper residential area marriages of 
Karachi between 1961 and 1964.. Thus,, the women adopting fanily 
planning shortly after marriage appear to be slightly older than 
the average woman married during this period in Karachi.-
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One of the problems in age at marriage data from most 
sources in India and Pakistan is that many marriages are not 
consummated for some time after they are arranged, contracted 
or registered. We have no way of knowing whether FPA clients 
usually reported their age at marriage commitment or age at 
marriage consummation. Certainly the 120 women who reported 
their age at marriage to be less than 13 years were not re-
porting age at consummation of marriage, for it is against 
all custom In Pakistan to have nuptials before puberty, 
Agarwala compared age at marriage as reported in the Delhi 
family planning clinics and age at consummation of marriage as 
reported by the same group (4, Table 3.7, p.15)• He found a 
mean age at marriage of 16,98 and a mean age at consummation 
of marriage of 17.49, a difference between means of one-half 
year. If we increase the means of Karachi FPA women by this 
factor, they become: 
Estimated Mean age of Women at Consummation of Marrage: 
All FPA clients 17.6 
Clients married 20 or more years 15.4 
Clients married 10-19 years 16.6 
Clients married less than 10 years 18,8 
Clients married less than 2 years 21,0 
The half-year difference is perhaps an overestimate for the 
more recently married because there is likely less delay in the 
consummation of marriages arranged at older ages. The marked 
differences remain, nevertheless, between marriage cohorts. The 
importance of duration of marriage will be further explored in 
the next section. 
The effect of age at marriage on return visits to the FPA 
clinic is shown in Table XXII,
 x
he probability of returning to j— 
the clinic after the first visit increases significantly with age 
at marriage. This suggests that the more recently married couples 
(who are predominantly the more delayed marriages) are more intent 
on following through with their family limitation or spacing plans. 
This may help to allay the concern of those who argue that 
increases in age at marriage will only result in more reproductive 
effort to make up for lost years. 
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C. Duration of Marriage and Fertility 
Pregnancy and birth data are so closely related to the number 
of years married that they are best discussed together. The main 
problem with which we are concerned here is what Krotki has termed 
the "misplaced emphasis on high parity in family planning cam-
paigns" (38), In general, the larger the proportion of high parity 
couples represented in a family planning programme or in the 
clientele of a clinic, the-less impact the programme.can have on 
the fertility of the- population. Couples of lower parity -are not 
only younger and therefore more fertile, but they also constitute 
the largest contributors to the annual births because they are 
much greater in number in a society with a relatively flat age 
pyramid such as Pakistan's,, But even when age is controlled, 
high parity couples are seen to contribute such a small propor-
tion of the annual births that they are virtually irrelevant in 
terms of the total fertility of the population. 
This paradox has not been given due consideration in the 
family planning literature, Indeed, it has.been largely ignored in 
programme guides (38, p,1)„ The Karachi FPI data can perhaps help 
to clarify the problem,, 
Consider first the distribution of all births in a given year 
in .a given city, tabulated by the duration of marriage of the women 
having the births. The proportions of births in all categories 
total one, so that the tabulation constitutes a probability, 
distribution and the proportion in each marriage duration category 
indicates the probability that a child born jin the coming year 
will be born to a woman married that long. Such data is not 
available for the city of Karachi but has been recently .published 
by Mehrotra from sample census data for 1960-61 in various States 
of India (40). We have selected data from the urban,areas of Delhi 
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and three States containing larg^6ities closest to West Pakistan 
3/ 
for comparison with the Karachi FPA clinic. 
According to Table XXIII, the distribution of Karachi FPA 
clients is almost exactly the same as the probability distribution 
of births as estimated from the Indian data (40, p.32). The median 
duration of marriage of women attending the FPA clinic is not 
significantly different from the median duration of marriage of 
women giving births. 
In terms of parity of the births, however, a completely 
different picture emerges. Table XXIV breaks down the duration 
y 
of marriage birth distribution by birth order or parity. In 
reading this table, consider the proportions shown in each cell 
for Gujarat and Maharashtra State urban areas to be estimates of the 
probability that a Karachi birth to women of that duration of 
marriage will be of that parity. Thus, 65 to 72 per cent of the 
annual births to Karachi women married less than five years are 
primiparous births (i.e., the probability that a birth to these 
women is primiparous is ,65 to .72). Now consider the corresponding 
figure for Karachi FPA clients to be the proportion of family plannin 
client's exposed to this "risk" of a birth in the coming year if 
they did not adopt family planning. Thus, only 9 per cent of 
the Karachi FPA clients married less than 5 years are subject to 
a primiparous birth because 91 per cent have already had their first 
live birth at the time of their first clinic visit. Continuing 
a:cross this row of the table and adding cumulatively from column 3 
onward, 58 per cent of the Karachi FPA clients married less than 
5 years are attempting to prevent their third or higher order birth, 
'2/ The main cities represented in the sample are Bombay in 
Maharashtra State; Ahmadabad in Gujerat State; Ajmer, Jaipur and 
Jodhpur in Rajasthan State; and urban Delhi. The proximity of these 
areas to Karachi and their demographic similarity make genralizations 
to the Karachi population reasonable. 
4/ In order .to reduce the size and complexity of this table, only 
two urbansamples of India are used for comparison with Karachi. We 
have selected Gujarat and Maharashtra from the four because they 
had the largest urban samples in Mehrotra's data (see 40,p.29). 
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but.such high order births constitute only 2 per cent of. all births 
to women married less than 5 years in the to.al population. Similarly, 
in the 5-9 year marriage cohort, which includes 30 per cent of 
all FPA clients, 50 per cfent of the clients have come to the 
clinic to prevent a fifth or higher order birth, but such high 
order births probably account for only 3 to 5 per cent of all 
births in the total population of Karachi women in this marriage 
cohort. 
Summarizing tables XXIII and XXIV, the FPA clinic in Karachi 
is attracting women at the right time in their married lives in 
terms of number of years married, but much too late in terms of 
number- of. children already born. Thus, the women attending FPA 
clinic constitute a highly fertile, group who have fulfilled their 
family size ideals well ahead of the schedule outlined by the 
married population at large* Most of the couples attending the 
FPA clinic are trying to prevent their fifth or sixth birth while 
most of their marriage.cohort contemporaries are having Lheir 
second or third child, It.is the second, and third births, however, 
\ 
not the fifth and sixth, which contribute the. bulk of procreation 
represented in the fertility rates, and therefore in the growth 
rates of the countrj?-. The majority of FPA clients are preventing 
births (if they are successful) which might be of significance to 
themselves as individual couples but which are essentially irrele-
vant in terms of the primary.goal of the national family planning 
programme. 
Parity progression data such as these from India are the most 
needed baseline data in Pakistan for testing the overrepresentation of 
high parity .couples .in. family planning programmes. They serve to 
•demonstrate most clearly-the minimal impact that family planning 
by high -parity couples can have on the total fertility of the , 
population. Age, or duration of marriage, and parity thus 
become the most .important items for inclusion in'clinic records 
and other programme evaluation records, and the most important 







Educational Status of Women Attending the Karachi FPA Clinic, 
1960-64, 1/ 
and of all Women above age 15 in Karachi City and Karachi District, 
1961 
Educational Status 
(Highest Grade Passed) 
I 
T 
I FPA Clients I 
I All Women 15+ years of Age"" 
I Karachi City {Karachi Distric 
I No, 01 JO r no, ± l No. 




Primary (Class I-V) 
Middle & Secondary (VI-IX) 
Matric. & Grad. (X+) 
All Cases Recorded 






















25,042 5 <>2 
483,660 100.0 
483,660 
1J Karachi District includes Karachi City and "Karachi-rural areas" as 
defined by the Census of I96T. < 
2/ FPA clients were generally recorded by clinic staff as "illierate" 
if they had no formal education. 
* Source: 45; Table 3, pp.288-289 and 330-331. 
2 
X = 5571.0; p 001 (between observed FPA distribution and expected 
distribution under null -hypothesis of no difference between 
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